Dr. F. Parkes Weber: I should like to know whether Dr. Whittle regards these cases of poikiloderma congenitale of Dr. Thomson as a kind of congenital or developmental dysplasia chiefly affecting the superficial blood-vessels. It seems to me that cases of this kind are in fact what I have suggested in regard to the previous case (granulosis rubra nasi)j examples of congenital or developmental dysplasia mainly affecting the blood-vessels. This idea would, of course, fit in with occasional association of other developmental abnormalities.
The President: With regard to Dr. Whittle's first case (the boy aged 12), I was, of course, very delighted to see him as it is a classical picture, with a history since birth, or very soon after birth, of the development of a network of vessels and the atrophy over the vessels. As the child grows older the changes become more marked, and warty lesions develop later. One of my case3 started to show that only at the age of 12. Dr. Dowling has shown one or two older cases, with the warty change very marked. I think that in the cases I have seen bone changes have always been present; the striking thing is the shape of the head; in one case there was maldevelopment of radius and ulna.
On the question of vitamin-A estimations: we were, of course, not doing these twelve orfifteen years ago when I first saw the cases. There seems to be no doubt it is a developmental defect; but it has certain peculiar features of its own. There are numerous instances in the literature of gross endocrine disturbances of varying types accompanying poikiloderma. I Dr. A. Lyell: The explanation of the colour changes in the extremities seems to be that the cooling gives rise to intravascular hkmagglutination, the blood flow in the capillaries ceases, the hkemoglobin becomes reduced: the colour remains on diascopy not because the corpuscles are extravasated but because they cannot be shifted in their clumped state within the capillaries.
Since, however, the haemagglutination is reversible the flow starts again when the part is warmed: but at low temperatures owing to the increased mechanical fragility of the corpuscles some are hmmolysed, and this explains the slight icterus with raised serum bilirubin. It also explains the occasional attacks of haemoglobinuria.
Treatment with liver injections has been followed by great improvement in symptoms, and she can withstand longer exposure and lower temperature without ill-effect. Though immersion of her hands in ice-cold water for half an hour will provoke an attack, recovery takes place now in twenty minutes. But a severe attack of hemoglobinuria has been brought on to-day by the cold train journey to London.
Dr.M. Gatman showed on the micro-projector the clumping of the red corpuscles, and the ease with which they are broken up by slight injury such as tapping the microscope slide. The red cells embedded in the adsorbed protein complex are readily ruptured, and their rupture can be observed within the skin capillaries of the patient under the capillary microscope.
Dr. C. H. Whittle: Cases like this may be seen by dermatologists because of the purpura-like lesions. Though not very uncommon the diagnosis may be missed if a blood-count is not made, i.e. if they show no gross anemia. The condition is to be distinguished from others with Raynaud's syndrome, e.g. acrosclerosis and sclerodactyly, arteriosclerosis, syphilitic arteritis, thrombo-angiitis obliterans and Raynaud's disease, in all of which permanent damage such as atrophy or gangrene is sooner or later found in the extremities (Hunt, 1936) . No angiospasm, and no reaction to overcooling, mark off the clinical condition from the rest of the group. If blood is taken for a count, the diagnosis will be made immediately after a glance at the corpuscles in the counting chamber at room temperature. REFERENCES BENTANS, T 
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Dr. Parkes Weber: Is there any local pain associated with the attacks? Dr. Whittle: Tingling and numbness, the usual symptoms associated with Raynaud's phenomenon. Dr. F. Parkes Weber: I suppose that the degree of pain varies with the degree of the angiospastic part of this "syndrome' '-for, of course, it is a syndrome. Extreme pain I have seen only once, and that was in the case of a girl 12 months old (F. Parkes Weber, Brit. J. Child. Dis., 1923, 20, 25) .
I do not know which of the various types of Raynaud's syndrome has a special right to be termed Raynaud's disease. The Raynaud's syndrome often associated with sclerodactylia I regard as a most important constituent part of the sclerodactylia or acrosclerosis, whichever one likes to call it.
Dr. Whittle: I would refer Dr. Parkes Weber to John Hunt's paper. In his view the most important point about Raynaud's phenomenon is that it is not followed by permanent change in the part. It is a paroxysmal condition which is due to cold, and clears up as soon as the stimulus of cold is removed. On the question of angiospasm, there does not appear to be any here. As far as we know, the picture is made by the clumped red cells in the capillaries of the extremities where the blocking occurs.
Dr. Gatman: Work has been done on this type of Raynaud's syndrome by irrigating the conjunctival sac with ice-cold saline and only agglutinated red cells are to be seen in the small vessels. No angiospasm at all has been seen.
G. W., aged 37. This man's dermatitis began in September 1943 three months after his arrival in West Africa. He states that he had no trouble with his skin previously. The skin around the ankles was first affected by a prickly-heat type of eruption. This was followed after a few days by a widespread eruption all over the body, accompanied by marked cedema of the ankles and ulceration of the mouth.
Except for a little oozing in the small patches, which became septic, the eruption was dry. The scalp was covered by a crust and shortly afterwards most of the hair fell out. Irritation was minimal but malaise, fever and mental depression marked. After three weeks desquamation began and persisted for months. This was accompanied by areas of pigmentation. Apart from taking mepacrine in suppressive dosage for three months previously, he gave no relevant past history including other drugs or malaria. His diet appears to have been adequate. He continued to take mepacrine for three months after the onset of the dermatitis until he went home.
Recovery to the present state took place slowly over the next few months whilst in England, leaving the sequels which he now shows. In particular, recurrent soreness of the tongue began and has persisted.
He has widespread atrophic areas in the scalp, indistinguishable from pseudopelade. There are gross lichenoid changes in the mouth and tongue and some of the changes are suggestive of early leukoplakia. He has the remains of warty growths on the forehead which have recurred after destruction with cautery. On the whole body there are scattered areas of atrophic lichenoid changes with some scaling.
Comment.-This condition has been widely studied and has been reported from many different parts of the world. There is little doubt that it bears a close, but not fully defined, relation to mepacrine. The clinical features of the patient conform to the normal description of the condition. In particular, however, the leukoplakic changes in the tongue and the widespread atrophy in the scalp are apparently unusual. The continued administration of the mepacrine for three months after the onset of the dermatitis is to be noted.
Dr. R. M. B. MacKenna: I have seen a certain number of these cases, and I consider that the case shown is a true example of the so-called tropical lichen planus. From the military point of view the case belongs to the older age-group of individuals at risk, and it seemed to me that there were mild atrophic changes in the skin of the lower legs; both of these points, which have not been made by previous speakers, are of minor importance but are consistent with the diagnosis.
Dr. Brian Russell: I saw a patient recently who, about nine months previously, had started taking mepacrine, 3 1 grammes in the first week and 07 g. in subsequent weeks, but with two periods of 17 g. a week interposed. About six months after starting to take the drug he developed lichenized patches, psoriasiform lesions, follicular hyperkeratoses, and a purulent condition of the scalp, with intense itching. The doses recommended for mepacrine are a maximum of 2 8 g. in the first week and
